8 Souttar-Abel: The 2Treatment of Cancer of the (Esophagus was introduced he had not had a tube coughed up, which was a common event previously. The results in most cases were satisfactory, and the patient, exercising reasonable precautions, was able to sit down to dinner with his family. The patients were told to have everything minced, because, as a rule, they had defective teeth. The average duration of life in twenty-six cases which he had followed up was 5-3 months. Most of them were between 60 and 70 or over, and, after all, to enable them to swallow food for perhaps a year-one of his patients went on for two years, and several for eighteen months-and to make them comfortable was to do a great deal of good, and compared advantageously with the results of gastrostomy.
I attribute great importance to dealing with the teeth of patients suffering from carcinoma of the cesophagus. The teeth should be removed (or, if the patient objects to that, all the infected teeth), before either a tube is passed, or radium introduced, or an operation undertaken. I have seen cases of carcinoma in the hypo-pharynx and upper cesophagus in which, at first, operation seemed out of the question, but when the patient had been rendered edentulous, the growth decreased remarkably, and became operable.
The most important factor in gastrostomy is the anesthetic. Every gastrostomy should be performed under a local ancesthetic. This has been done in a very large number of cases at the Cancer Hospital, and in no instance has there been immediate mortality, or the development of broncho-pneumonia.
There are two accurate methods of measuring the length of a carcinomatous or other stricture of the cesophagus. The patient is first X-rayed in the ordinary way; he takes an opaque drink and is examined by means of the fluorescent screen. Then lhe is placed either on his right side with the pelvis slightly raised, or suspended in the Trendelenburg position, and while so suspended he is given an opaque drink, and an X-ray plate is exposed during, the act of swallowing. If the growth is not more than about one inch in length, and if there is no clinical evidence that it has grown beyond the wall of the cesophagus, it is probably in an operable condition.
I have operated upon three cases through the posterior mediastinum by the method originally suggested by Mr. Wilfred Trotter. In none of these cases was it possible to place the skin flap around the cesophagus, on account of adhesions. In two cases a peri-cesophageal abscess was opened and both patients succumbed rapidly to mediastinitis. The patient in the other case, however, made an excellent recovery from the exploratory mediastinotomy, and lived eleven months afterwards with no inconvenience from the operation. Had the tumour been less fixed I cannot see that the passage beneath it of the flap of skin would have added more than a few minutes to the operation, and no more to the shock or dangers of the proceeding. I think, therefore, that an exploratory posterior mediastinotomy is quite a justifiable undertaking. The ana3sthetic which I employ is gas and oxygen under considerable pressure, the wound in the thorax being closed in an air-tight fashion so that the lung never collapses afterwards. In eight cases I have used the Souttar tubes, three patients had an cesophageo-tracheal fistula in a fortnight, four swallowed the tubes straight away, and in one case a mediastinal fistula was formed.
I make a strong plea for further attempts at a radical cure of this condition. The patients tend to go first to their own practitioner or to a special department of the hospital, and by the time the surgeon is called in, it is usually too late to do anything but a gastrostomy. If the patient is to wait until he has difficulty in swallowing soft solids or fluids, then the chance of a cure by radical operation is remote.
